Introduction
Singapore is a bustling cosmopolitan island city, situated at the southern tip of Peninsula Malaysia. It is 602 square kilometres with a population density of 3784 persons per square kilometre.
The population is made up of Chinese (76 %), Malays (15 %), Indians (7 %), and others (20%). The distribution of the sexes in the population is equal except for Indians who still exhibit a migrant pattern with a sex ratio of 1 -4 males to 1 female. The population is young with 600% between the ages of 15 and 59 years.
The growing and expanding economy has provided full employment for residents and it has attracted migrant workers from the region. Singapore today enjoys an annual per capita income of $5969 (US$2436), second only, in Asia, to Japan.
In recent years, there has been a tendency for women to be economically independent, seeking employment in the industrial and commercial sectors. The proportion of economically active women between the ages of 15 (Khoo et al., 1977) .
Control aspects
The epidemiological data show that health education and control are very important if the incidence of infection is to be reduced in the biggest group at risk. As there is little infection in boys who are under the age of 18 years and in girls under 20 years, health education programmes are aimed at reaching the general public, children in their final years at school, and boys doing National Service. An islandwide national health campaign against six infectious diseases including STDs was launched in 1976, followed by a booster campaign on STDs alone in September 1977. Pre-and post-campaign assessment showed a statistically significant increase in knowledge of STDs in secondary schoolchildren and in uniformed personnel in the armed forces. The campaign's impact on change of attitudes is being assessed.
Prostitutes (male and female) are the largest reservoir of infection. Although their existence has no legal sanction, their role in the spread of STDs and the need to control disease in this group of people is recognised. Hence a Medical Scheme incorporating the assistance and functions of the police department, computer services department, laboratory, clinical services, and general practitioners participating in the scheme, was launched in August 1976. The philosophy of the scheme has been one of persuasion and the use of subtle legal pressures to ensure its success. In the brothels today, 85 % of the prostitutes in the scheme are readily accessible for periodic checks and treatment when found to be infected. The dramatic reduction in infectious syphilis during the past two years, the 20% drop in the rate of gonorrhoea in men during the first half of 1977, and the 3:1 female to male ratio for the incidence of gonorrhoea can be attributed to the success of this scheme.
We have adopted the following policy on epidemiological treatment. All contacts are investigated but are not routinely treated. However, if epidemiological evidence strongly suggests an infection, the contact is treated after relevant tests have been performed. In the Medical Scheme, only those found to be infected are treated and no routine epidemiological treatment is offered.
Doctors and laboratories are now obliged to notify cases of gonorrhoea, non-specific urethritis, infectious and non-infectious syphilis, chancroid, and also cases of genital discharge and ulcers not specifically diagnosed but considered to be of venereal origin. The notification is on a nonnominal basis but the patient's age and sex has to be given. Practitioners are encouraged to provide information on the patient's sexual contacts to the For the treatment of syphilis, the long acting benzathine penicillin is recommended. For gonorrhoea, we favour an 'instant treatment' schedule and either 3 megaunits of injection procaine penicillin or 2 g of ampicillin with probenecid is the standard treatment. Fifty-two per cent of local strains of gonococci are less susceptible to penicillin but with this dosage the treatment failure rate is less than 4 %. As second line drugs-and for P-lactamase producing strains-injection kanamycin 2 g, injection kanandomycin 1 *2 g, or injection spectinomycin 2 g is recommended. The same dosage is used for men and women. In our experience against local strains, all bacteriostatic antibiotics-such as the tetracyclines used in instant treatment regimens -have given poor results and are not recommended.
For chancroid, 7 to 10 days of tetracycline I g daily or streptomycin I g daily is routinely recommended. Better results are obtained with streptomycin. Clinical trials indicate that co-trimoxazole is a promising alternative. For lymphogranuloma venereum and non-specific urethritis, tetracyclines for two or three weeks are recommended.
In all patients with infectious syphilis and gonorrhoea, attempts are made to trace sex contacts. On the average we have a 30 % success rate.
Teaching
There is no full-time department of dermatovenereology in the university. Government specialists are employed, part-time, to teach this subject. Undergraduates receive 96 hours of teaching in the combined speciality during their fourth and final years of training. The whole spectrum of STDs is taught and students are encouraged to take specimens for darkground examination and smears, and to examine the slides. Due emphasis is given to epidemiology and control.
In the final year the student is obliged to sit for an assessment test in the speciality. Questions on STDs are included in the final year multiple choice paper in medicine. 
